In Canada, up to 32,000 older adults experience a fragility hip fracture. In Ontario, the Ministry of Health and Long Term Care has implemented strategies to reduce surgical wait times and improve outcomes in target areas. These best practice standards advocate for immediate surgical repair, within 48 hours of admission, in order to achieve optimal recovery outcomes. The majority of patients are good candidates for surgical repair; however, for some patients, given the risks of anesthetic and trauma of the operative procedure, surgery may not be the best choice. Patients and families face a difficult and hurried decision, often with no time to voice their concerns, or with little-to-no information on which to guide their choice. Similarly, health-care providers may experience moral distress or hesitancy to articulate other options, such as palliative care. Is every fragility fracture a candidate for surgery, no matter what the outcome? When is it right to discuss other options with the patient? This article examines a case study via an application of a framework for ethical decision-making.
INTRODUCTION
Every year, over 30,000 Canadian older adults experience a fragility hip fracture. The Ministry of Health and Long Term Care of Ontario has promoted best practice recommendations which advocate for immediate surgical repair, within 48 hours of admission, in order to achieve optimal recovery outcomes. (1, 2) The majority of patients are good candidates for surgical repair; however, given the risks of anesthetic and trauma of the operative procedure, surgery may not be the best choice for all. The patients at higher risk of poor outcomes perioperatively deserve the opportunity to explore options and articulate their values. Unfortunately, as a short pre-operative interval predicts the best outcomes, patients and families face a difficult and hurried decision, potentially with limited time to voice their concerns, and little to no information on which to guide their decision.
From a systems perspective, quality of care and health outcomes have not always incorporated the patient-centred perspective. (3) Patient-centred care is "a moral concept and philosophy, considering it to be the right thing to do when designing and delivering respectful, humane, and ethical care". (4, 5) Patients and families have reported in the past that they feel left out of crucial conversations and decisions surrounding care, (6) and that relevant information is not always provided. (7) To better understand the underlying ethical complexities which arise from critical decisions in the acute care setting, this paper will examine a case study to demonstrate application of the Corey et al. ( 8) 8-step framework (see Appendix A) for ethical decision-making.
Case Study
Ms. Jones is 93 years old and lives in a Long Term Care residence. She was admitted to hospital with a fragility hip fracture after being found on the floor in the middle of the night. Ms. Jones has dementia and is unable to make her own decisions. She has limited mobility, previously used a walker. Her two daughters are at her bedside. They state her health has been declining over the last few weeks, with increasing confusion and she now rarely leaves her room.
On admission, the team discovered a pleural effusion, taking up much of her right lung. Her pre-operative assessment also revealed a heart murmur; the resulting echocardiogram demonstrated a heart in very poor condition, with significant valve issues. Between her cardiac and pulmonary function, the surgery poses an increased risk of perioperative complications-she may never survive the surgery, or come off of the ventilator once she is intubated.
Interprofessional teams (surgery, anesthesia, nursing) are of differing opinions. The issue at hand is very difficult. The family is informed that the risk of not having surgery will likely result in death, yet in this patient's case, proceeding with surgery carries its own risk. The family is left with an hour to think things over. Should they pursue the palliative care route or proceed with surgery?
Step 1. Identify the Problem or Dilemma
In our case study, 93 year old Ms. Jones is admitted to hospital with a fragility hip fracture. As a first step, we must recognize that there is actually an ethical dilemma; in this case, the dilemma is whether the patient should proceed with surgery or not, given her underlying medical conditions and potential for perioperative complications. We also need to acknowledge that there is an underlying assumption from all involved (staff, Ms. Jones' family) that surgery will occur, and that health-care providers (HCPs) may not clearly articulate the option of 'no surgical intervention'. The stakeholders who are required to proceed through the decision-making process include the patient and family, the surgical team, anesthesia, nursing staff, social work, and potentially the palliative care team and bioethics team.
Step 2. Identify the Potential Issues Involved
There are several assumptions made when a patient presents to the hospital with a fragility hip fracture: a) the fracture will be repaired; b) the patient will recover; and c) the patient will eventually go home or to rehabilitation. With a critically ill, frail, and/or previously compromised patient, this standard trajectory should be questioned. Barry and Edgman-Levitan (9) promote an ideology of patient-centredness, with the argument that an intervention should only be considered standard if there is 'virtual unanimity amongst patients about the overall desirability… of the outcomes'.
The first potential issue is the 'standard' intervention of surgical repair-the assumption to proceed with the surgery, as directed by best practice recommendations. Is this standard intervention appropriate in all patients with a fragility hip fracture? A second potential issue arises with the patient and their family-the presumption that the acute medical issue will be resolved and the patient will eventually return home. Given her underlying health, this concept is in jeopardy. To add to the complexity, Ms. Jones is likely not able to articulate her wishes and values, as she has dementia. Finally, there is the potential issue of moral distress experienced by health-care providers (HCPs) who feel uncomfortable with the expectant surgical trajectory of this patient, and may feel they are not empowered to advocate for the wishes of the patient.
As health-care professionals, we are guided by moral principles in our decision-making process, namely, autonomy, non-malfeasance, beneficence, justice, fidelity, and veracity. (10) A focused examination and application of the principles to the case study will help to support potential resolutions for the identified issues.
Autonomy
The spirit of 'patient-centred care' endorses that patients should be involved at their level of choice to make an autonomous decision. (11) However, it is important to recognize that no decision is made in isolation. (12) The decision at hand is not a simple or straightforward one; literature demonstrates that patients and families have a difficult time with making decisions at time of a critical illness, identifying fear, worthlessness, and a lack of autonomy within the hospital system. (7) Differing levels of patient and family participation requires an individualized approach to convey meaningful, accurate, and timely information. (8) Older adult patients tend to take a 'non-participative' stance in their care. They often have limited participation in the process for decision-making for a variety of reasons, thereby increasing the risk of their inability to understand or find value within the end decision. (6, 7, 13) 
Non-malfeasance
Hospitalization can cause the patient to experience "needless mental and physical suffering" (14) in any number of ways (i.e., pain, waiting for surgery, uncertainty of outcomes, patient/ family relationship stress). Evidence indicates that the number of different HCPs involved causes immense anxiety to the family, especially when they do not hear the same message from all members of the team. (13, 15) HCPs must ensure that they are not withholding information, or are untruthful as to the options in order to expedite a decision. A study by Ekdahl, Andersson, and Friedrichsen (13) found that physicians perceive they are 'too short' of time for patients to participate in the decision making process, that decisions were 'too complex' and 'time consuming' to fit into the schedule. Ekdahl et al. (13) also found that physicians feel frustration with the 'health-care production machine', especially in those older adult patients with multiple co-morbidities.
Beneficence
Beneficence promotes wellbeing; or is an action that is carried out to benefit another. (8) The hospitalization 'process' promotes assessment of a patient, treatment of the illness, followed by a physical approach to recovery (allowing recovery to be measured against specific milestones), and discharge in a timely manner. (15, 16) This 'process' may promote beneficence in an overarching global perspective of the system; however, on an individual level, it often falls short. On an individual level, key actions that have been found to be beneficial and meaningful are open communication and sharing of information. (6, 7, 14, 17) Justice "Practitioners have a responsibility to provide appropriate services to all clients". (8) Older adult patients may not receive information about options available, especially if the HCPs feel that it would take too much time to thoroughly explain, or if HCPs assume that patients are too ill to participate in the decision-making process, (13) or if the assumption is made that all patients want to proceed with surgery. Focusing on each older adult's individual health goals is time-consuming-in this case, the patient has dementia, and a family meeting would be required. The concept of patient-centred care revolves around patient and HCP partnerships, yet older adult patients face unique problems with hospitalization-a slower communication process, a decreased level of functioning, and a degree of family involvement. (14) Can we provide this type of relationship and communication effort equally for every patient? Or only for those patients who may be at higher risk of negative outcomes?
Fidelity and Veracity
Fidelity involves fulfilling ones' professional roles, creating a trusting relationship, and veracity ensures that we are truthful and honest to the patients. How do we ensure that as a HCP we are providing an unbiased opinion? Do we take the same amount of time to present patients with the option of conservative, non-surgical treatment, including palliative care, as we take to advocate for surgery? The HCP team assumes that patients will commit to surgery; however, a patient often displays a suboptimal understanding of the risks and benefits of surgery. (18) Similarly, there is the very real risk of bias towards an argument of palliative care in those frail patients or those with dementia. HCPs must return to the voice of the patient through their family, to understand that patients' identity, their meaning of life, and desired goals which emphasize the patients' dignity. (12) It is important to acknowledge assumptions that the patient and family may have made upon admission to hospital-that surgery will occur and the patient will recover. Have we presented the patient and their family with as much information as they need to make a decision in a clear format (without medical jargon)? In addition to understanding risks of surgery, it is paramount that the family understands the non-surgical option may result in death or decreased function (if any functional ability returns). It is in an acute situation such as this that families require truthful and open communication with physicians, nurses, and other members of the health-care team. (11) Self Care (HCPs)
Can we consistently provide care that prioritizes a patient's values? HCPs are not always able to preserve all of the values and interests at stake. (19) We know that the most common cause of moral distress in nursing is prolonged, aggressive treatment which we do not believe will be likely to have a positive outcome. (20) As a HCP, we must look to root causes operating within the larger system, to prevent and/or respond to feelings of moral distress. (19) From a systems perspective, does the hospital provide an avenue for exploration of patient values within a timely fashion? Is there a framework in place to enhance the HCP's understanding of moral distress and provide strategies for coping with situations such as these (i.e., an opportunity for a team debriefing with the entire team, or opportunities for learning how to deal with situations that may cause moral distress)?
Step
Review the Relevant Ethics Codes
The philosophy of patient-centred care within the hospital encourages active listening, respect, and an attempt to understand individuals. The Canadian Medical Association (CMA) supports "practicing the profession of medicine in a manner that treats the patient with dignity and as a person worthy of respect". (21) The College of Nurses of Ontario (CNO) supports the view that nurses "must use the client's views as a starting point". (22) Across all HCPs is the similarity of the need to listen, understand, support, and advocate for a respect of patients' values with the expected course of treatment.
The importance of collaboration with the patient and respecting a patient's values are highlighted within similar statements: "…it is the patient who ultimately must make informed choices about the care he or she will receive". (21) Step
Know the Applicable Laws and Regulations
In Ontario, legislation and common law require that the wishes of patients or substitute decision-makers be respected. (22) However, in many systems, health care is not truly patientcentred; rather, patients are required to adapt to the system. (11) A number of initiatives have been undertaken in the last few years in an attempt to improve the focus of patientcentredness, with the principle assertion that patients should be involved at the level of their choice. (11) Step
Obtain Consultation
It is important to realize that we bring our own biases to the decision-making process, making it difficult to view the current patient/family's situation objectively. As an individual HCP, our previous experiences will have an impact on the messaging that we provide. From a systems perspective, we are likely to pose a 'knowledge' bias towards meeting treatment based outcomes-for example, surgery within 48 hours, immediate post-operative mobility, and the expected length of stay for this type of patient.
Inter-disciplinary consultations with patients and their families ensure review of unbiased information about the risks and benefits of proceeding with surgery, allowing for a fully informed decision. In addition to discussing the operative plan with the surgical team, there is an opportunity to provide Ms. Jones' family with other options that may be available to her. Consultation with extended family members, clergy, social workers, or an ethics team may help the family to reflect on the patient values; what this illness means to them as a family unit, and how best to proceed. A discussion with palliative care may help the family to better understand what symptom management consists of for their mother. Social work may also be able help explore community services available to the family in this situation-for example, is the patient able to return to home with the future of wheelchair dependence? Are there any other options which may be available to this patient and her family that were not originally considered? How do we, as HCPs, ensure that the family is afforded the opportunity to obtain all the necessary information from differing disciplines to make an informed choice?
Step 6. Consider Possible and Probable Courses of Action
In order to fully understand the options, it is helpful to outline all the possible and probable courses of action that are open to Ms. Jones and her family. 1. Surgical team offers a 'purposeful pause' to discover Ms. Jones' core values; to discuss the consequences of a) delaying surgery, b) proceeding with surgery, and c) the non-surgical intervention. From an ethical and legal perspective, this may meet the concept of patient-centred care, but does not likely provide the patient and her family with all the information they need to make an informed choice. They may have more questions that the surgical team may not be able to answer, or they may request more time to consider. Additionally, the patient and her family would still be expected to adapt to the system in place in order to make a decision within the proposed wait time frame (admission to surgery less than 48 hours). 2. Advocate for a family meeting with the primary nurse, social work, palliative care team, clergy, internal medicine, in addition to the surgical (surgeon, anesthesia) team, to fully explore both options, and to explore what the 'non-surgical' option would mean. From a legal and ethical perspective this embodies the concept of patientcentred care, with as many members of the health-care team at the table to help Ms. Jones' family fully explore their options. 3. Apply the current standard of care recommendations to Ms. Jones' situation, without consideration of the patient's needs, values, or preferences. From an ethical and legal perspective, this approach does not represent patient-centred care.
Step 7. Enumerate the Consequences of Various Decisions
With the first option, the surgical team takes a 'purposeful pause' to discover the patient's core values and discusses pros and cons of a surgical intervention. Often, this may be most 'efficient' way to deal with the situation at hand. It may also be the preference of the patient; some patients have reported that they value this limited level of involvement-"I get a description of what is going to happen". (13) As a consequence, there will be a number of patients who will want to have a greater sense of involvement other than a simple description of planned events. The first option does recognize the principle of autonomy, but does not follow the principle of justice; practitioners have the responsibility to provide information about other options which may be available. The principles of beneficence and nonmaleficence are not completely met, as the team approaches the solution primarily to benefit the system (i.e., efficiency). The principles of fidelity and veracity are also partially met, as the surgical team provides an honest perspective, although it may be biased towards proceeding with surgery.
The second option, offering the patient and her family a meeting with all stakeholders, strongly aligns with the fidelity and veracity principles. The information offered is truthful and complete, and is in Ms. Jones' best interest, as it attempts to discover her values that will affect the family's final decision. Principles of beneficence and autonomy would be met with patient empowerment through information sharing, and secondly, by allowing the patient and family to arrive at their own decision with that information. As a consequence, taking the time to arrange for a family meeting with all stakeholders may not be possible for all patients, and the principles of justice and non-maleficence are brought to the forefront for future patients. A potential consequence could be harm to the patient, as the time it takes to arrange a meeting could push the time to surgery beyond the recommended 48 hours post-admission, placing the patient at greater risk of negative post-operative outcomes.
The third option is one of passive action, with a lack of communication and recognition of patient-centred care values. Ms. Jones would be placed on the operating room list, and the surgical repair will occur. Consent must legally be obtained for the surgery; however, the family may not think of key questions to ask that may be relevant in this situation. The onus remains on the HCP to provide a full explanation of all options to the family. The only benefit would be to the system, as the procedure will be carried out in a timely manner. Ms. Jones may benefit from the surgery; we cannot assume that surgery is a negative option. As a consequence of this option, HCPs do not explore patient values, and this option is against almost all of the ethical principles. Additionally, this option is likely to cause the highest moral distress amongst staff, as they are unable to meet the unique needs of Ms. Jones and her family.
Step 8. Choose what Appears to be the Best Course of Action
Virtue ethics asks us if we are doing the best action for our patients, and compels us to be conscious of our behaviours. (8) We need to take the necessary time to discover the patient's values within the unique situation they are now experiencing. Simply stated, we need to remember that they are a person, with feelings, emotions, past experiences, future hopes/plans, and usually an element of fear and anxiety. The goal is to work with Ms. Jones and her family to decide together on the current care plan and the best plan for action (or inaction), a plan that truly aligns with the patient's values.
From an ethical perspective, the best course of action is to hold a family meeting with all stakeholders to discover Ms. Jones' values about a meaningful life and a meaningful death, and come to a consensus as to what the right decision is for this patient. (12) The team must ensure that the patient and the family have all the necessary tools in which to make this decision. Have we provided them with all the information required? Do they understand the information? Do they understand the consequences of their decision? From a systems perspective, we need to continue to strive towards engaging patients and family members more fully and consistently in care and decision-making processes. (6) Dissemination of lessons learned from assisting patients and families through difficult decision-making may be helpful to other health-care teams experiencing similar moral conflicts.
As a next step, the HCP team may consider development of an educational reference for future patients to assist with similar decisions, including promotion of an advanced care plan to help communicate goals and concerns to HCPs. (12, 18) Additionally, decision aids, such as videos and brochures, can help deliver information to patients and their families. (9) The use of readily available technology, such as iPads and cellphones, means that families are better able to access these materials at any time of day. A recent Cochrane Review demonstrated that, in comparison to usual care, decision aids can increase knowledge, resulting in a higher proportion of patients choosing the option which most aligns with their values. (23) Providing patients with information that outlines potential options with risks and benefits clearly explained can also meet many of the ethical principles that are to be considered with ethical decision-making.
CONCLUSION
The in-depth review of the case study has helped us to examine the underlying issues that come into play when helping this patient and her family to make a critical decision. Although each patient is an individual, literature tells us that many perceive the concept of patient-centredness to represent an 'involvement in their care'. The level of involvement may vary from person to person, but all patients want the care they receive to reflect their values and preferences, and to make them feel that they have been treated as a whole person. (24) Clinicians also like to believe that they deliver patientcentred care, yet the characterization of the concept will vary with the health-care provider, their relationship with the patient, and the circumstances surrounding the admission to hospital. Recognizing that there is potential for an ethical dilemma when patients present with a critical illness is important to ensure that we continue to act upon the key concept of understanding a patients' values and proceeding to align provision of care with those values.
